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Third Street Family Health Services 
Patient Information Form 

As a community health center, we want to be sure we get to know you and focus on the needs of our patients. To take great care of all 
our patients, we ask that you answer the following questions. Thank you so much for helping us collect this important information, so 
we can address the needs of everyone we serve. Your health information is always kept confidential.  

Patient’s Name: _________________________________________________________ _________________________ 
 (Last)    (First)     (M)      (Social Security Number) 

Is this your legal name?  Yes  No If No, what is your legal name? _______________________________________ 

Gender:  Male   Female  Transgender Female  Transgender Male ________/________/_________ 
             (Date of Birth) 

Sexual Orientation:  Straight Lesbian, Gay or Homosexual Bisexual Something Else Choose Not to Disclose 

Home Address: ________________________________________________________    ___________________________ 
       (Street)   (City)   (Zip Code)    (County) 

Phone: Home: _______________________ Cell: _______________________ Work: ____________________________ 

Email Address __________________________________________@_________________________________________ 

Pharmacy Name: _______________________________________ Location of Pharmacy: _________________________ 

Do you wish to grant another person access to your health information?  YES     NO

YES _____________________________________________________________________________________________ 
(Name)    (Relationship)    (Phone Number) 

Mother’s Maiden Name: ______________________________ (Last Name) 

Responsible Party 

Name:_____________________________________________________ _____________/___________/________ 
(Last)   (First)   (Middle)   (Date of Birth) 

Address: __________________________________________________ __________________________________ 
(Street)   (City)  (Zip Code)  (Social Security Number) 

Phone Number: _________________________________________________________________________________ 

Insurance Information 

Primary Insurance Name: _____________________________________________________________________________ 

Policy Number: ___________________________ Group Number: __________________________ 

Policy Holder Name: _________________________________________________________        ___________________ 
          (Last)   (First)   (Middle)     (Date of Birth) 

Patient Relationship to Insured: _________________________ Social Security Number: __________________________ 
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Please answer ALL questions below. These are required for our federal funding as a federally qualified health 
center. Thank you for providing us with this valuable information.  

Check 
Marital 
Status 

Married  Single  Divorced Widowed  Separated  Legally
Separated

 Life
Partner

Student Status  Full Time  Part Time  Not in School

Employment Status  Disabled  Full Time  Part Time  Retired  Student  Unemployed
If Married, Spouse 
Employment Status: 

 Disabled  Full Time  Part Time  Retired  Student  Unemployed

Are you a Veteran?  Yes  No

What Language are you best served in? (Please check all appropriate): 

 
Chinese 

 
English 

 
French 

 
German 

 
Italian 

 
Japanese 

 
Portuguese 

 
ASL 

 
Spanish 

 
Other 

Housing Status: 

 I am not Homeless  Homeless in a
Homeless Shelter

 Homeless and on
the Street

 Doubling Up  Transitional

Agricultural Status: 

 Not an
Agricultural Worker

 Seasonal Worker Migrant Worker  Dependent of
Migrant Worker

 Dependent of
Seasonal Worker

Race: 

 American Indian or
Alaskan Native

 Asian  Black or African
American

 Native Hawaiian

 Other Pacific Islander White  Unreported / Refuse to
Report

 Other:

Ethnicity: 

 Hispanic / Latino  Non-Hispanic / Latino  Refused and Unreported

Advanced Directives: 

Do you have a primary caregiver?  Yes  No
Do you have a legal guardian?  Yes  No
Do you have a Living Will?  Yes  No
Do You have a Power of Attorney?  Yes  No
DO you have a DNR?  Yes  No

X ________________________________________________ ___________/ _____________ / _________ 
    (Patient Signature or Parent / Guardian if Minor Date 
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